These comments about audit, attributed to a conference delegate from Wigan, have a familiar and contemporary ring, although they were published over a decade ago. However, the same views expressed today would have more to do with a growing scepticism about what audit can achieve than with fear of the unknown, as was probably the case then. Although audit seems to be alive and well, with medical audit advisory groups (MAAGs) into their third year of activity; academics engaged in teaching and research related to audit2; and a plethora of publications, conferences, and courses on the market, several problems loom on the horizon. This paper briefly reviews the development of audit in general practice in the United Kindom (UK) and considers three issues in detail -namely, the future role of MAAGs, how to involve consumers in quality, and how to incorporate audit into everyday practice.
State of the art With MAAGs functioning in every family health service authority and health board district for over two years, the overall impression is that most practices have now formally participated in audit at some level. However, much of this activity has been piecemeal ("hit and run"3), and a planned and systematic approach is established as yet in only a minority of practices. Furthermore, there has been little published work demonstrating sustained change, significant health gains, or improved outcomes as a result of audit.
Nevertheless MAAGs seem to have stimulated the release of much creative energy in their constituent practices, although the evidence is largely anecdotal. This they seem to have achieved partly by disregarding the Department of Health's imperative to "direct, monitor and coordinate"' in favour of a more facilitatory and enabling approach, and the range of methods used to involve practices have included visits, newsletters, multipractice projects, and educational events. MAAGs seem otherwise to have followed their brief in their involvement in audit at the primary/ secondary care interface and multidisciplinary audit, and they are increasingly consulted about a wide range of service development issues. Nevertheless, individual MAAGs vary considerably in their approach, which is influenced by factors such as local medical politics and relationships with management. The roles and responsibilities of MAAG support staff have evolved rapidly, and these staff are increasingly recognised as having a key role in the development of audit.
NATIONAL AND EUROPEAN PERSPECTIVES
The Royal College of General Practitioners (RCGP) supports an extensive educational and training audit programme, and a national clinical audit centre has been established in Leicester. Doctors in training are now exposed to audit in undergraduate curricula2 and vocational training,5 and continuing education programmes increasingly include an audit component. In Europe, the UK and the Netherlands seem to be leading in many areas related to developing quality assurance and audit in general practice. 6 Overall, the cautious welcome given by the profession to the introduction of medical audit in the NHS reforms7 has evolved into a grudging acceptance that audit serves some purpose, that it will prevail in some form, but that it is not a panacea and has important opportunity costs.
Audit in general practice Published reviews of the development of audit in general practice 8 show the picture as one of a steady trickle of work (starting in the early 1 970s) mostly from enthusiastic individuals and academic departments. However the studies concentrated on describing practice, data collection and interpretation, and measuring performance rather than on demonstrating improvements in quality of care.
How However, these attempts at inspiring the profession were not widely successful. Many of the developments were ahead of their time and often required substantial effort for little apparent return. The results were usually described in publications unlikely to have a wide readership. Finally the initiatives provoked increased hostility among the profession owing to a perception that the college was colluding with the government in its reforms of the health service. Nevertheless, important lessons were learnt and the college helped to create a culture in which issues about audit and quality might be more readily aired, whether or not the aims of the quality initiative have been achieved.
LEGISLATION
The white paper made audit a contractual obligation for hospital consultants,7 but in primary care the government chose instead to establish an infrastructure for audit by creating MAAGs and thereafter left the profession (in collaboration with management) to organise audit voluntarily. Guidelines containing recommendations about membership, accountability, resources, and, perhaps most important of all, confidentiality, were given to family practitioner committees (of which the MAAGs are subcommittees) in a health circular. The groups were to be set up by April 1991, and all general practitioners were to be participating in audit by April 1992. What next?
The primary care service of the future will be more responsive to patients' needs, with greater accountability for service quality. Substantial changes in general practice will be required, and are indeed taking place, including increased teamwork, expansion of the services provided, and greater involvement in purchasing care, all against a backdrop of a strategically managed health service. However, these changes will be achieved only if general practice comes to terms with the need to implement quality improvement strategies within the framework of modem practice management.24
In the continuing evolution of audit and quality assurance in primary care there are three important issues: the future role of MAAGs, how to involve the public in quality matters, and ways in which audit can be incorporated into everyday practice.
Change agents or double agents?
From the outset there was speculation about the challenges the new MAAGs might facefor example, questions about resources and how best to secure the involvement of all 25 2 practitioners. 26 To support developments necessary to maximise the impact of audit on quality of care, for example, encouraging multidisciplinary audit, MAAGs will need both tor enlarge their remit and to alter their membership to reflect the whole constituency of interests in primary care.3 Many groups are already doing so, but such changes will result in them evolving into different organisations, possibly with a much reduced medical membership, and this will inevitably meet with some resistance from the profession.
Involving the public in quality Described as one of the "real challenges in health care,"32 and emphasised by the patient's charter,33 the public's involvement in quality is yet to be properly addressed despite extensive coverage of methodology and much rhetoric. Donabedian eloquently described the role of "consumers" in quality assurance in health care -both as contributors to and targets of quality assurance and also as reformers -at several levels, starting in the consultation through to direct participation in the machinery of quality assurance itself. 
